Background: The approach and style of leaders is known to be an important factor 5 influencing the translation of research evidence into nursing practice. However, questions 6 remain as to what types of roles are most effective and the specific mechanisms through 7 which influence is achieved. 8 Objectives: The aim of the study was to enhance understanding of the mechanisms by which 9 key nursing roles lead the implementation of evidence-based practice across different care 10 settings and countries and the contextual factors that influence them. 11 Design: The study employed a qualitative descriptive approach. 12 Settings: Data collection was undertaken in acute care and primary/community health care 13 settings in Australia, Canada, England and Sweden. 14 Participants: 55 individuals representing different levels of the nursing leadership structure 15 (executive to frontline), roles (managers and facilitators), sectors (acute and 16 primary/community) and countries. 17 Methods: Individual semi-structured interviews were conducted with all participants 18 exploring their roles and experiences of leading evidence-based practice. Data were 19 analysed through a process of qualitative content analysis. 20 Results: Different countries had varying structural arrangements and roles to support 21 evidence-based nursing practice. At a cross-country level, three main themes were identified 22 relating to different mechanisms for enacting evidence-based practice, contextual influences 23 at a policy, organisational and service delivery level and challenges of leading evidence-24 based practice. 25 Conclusions: National policies around quality and performance shape priorities for evidence-26 based practice, which in turn influences the roles and mechanisms for implementation that 27 are given prominence. There is a need to maintain a balance between the mechanisms of 28 managing and monitoring performance and facilitating critical questioning and reflection in 29 and on practice. This requires a careful blending of managerial and facilitative leadership.
What is already known about this topic? 37 · Nursing leadership is an important factor influencing the implementation of 38 evidence-based practice (EBP). 39 · Previous research has demonstrated that both formal and informal leadersthose 40 with and without managerial responsibility-have a role to play in leading and 41 enabling the delivery of EBP. 42 · Less is known about the specific types or combination of roles that are most effective 43 or the mechanisms though which influence is achieved. 44 45 What this paper adds 46 · The national policy and regulatory environment influences the interpretation and 47 operationalisation of EBP. 48 · Leadership for EBP is not role-specific; it requires a dynamic network which 49 encompasses the range of skills required to optimise EBP. 50 · Insight into the mechanisms needed to enact EBP, ranging from managing and 51 monitoring to facilitative, relationship-focused approaches, and the importance of 52 achieving the right balance. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64  65 3 Mobilising evidence to improve nursing practice: a qualitative study of leadership roles 57 and processes in four countries 58 59 1. Introduction 60 Despite significant investments in health research within high-income countries, 61 international evidence demonstrates that the implementation of research findings into 62 improved practice, patient care and population health is often slow, incomplete and 63 inconsistent (1-3). Reasons for this are multi-faceted and there is growing recognition that 64 the traditional 'pipeline' model from knowledge production to implementation over- 65 simplifies the complexities involved (4, 5). As such, there is increased attention focused on 66 how best to achieve implementation of research evidence in the most effective, efficient and 67 timely ways possible. This links to broader debates about the concept of evidence-based 68 practice (EBP) and how it has been interpreted since its initial iteration in the mid-1990s (6,). 69 Critics have argued a need for a paradigm shift to prevent over-simplistic and overtly rational 70 approaches to generating and applying evidence to inform clinical practice and patient care 71 (7) . In the context of this paper, we are particularly focusing on the implementation of EBP, 72 which we define as the structures, roles and processes used to support the translation of 73 evidence derived from multiple sources (research; clinical and patient experience; national, 74 regional and local information) into nursing practice. 75 
76
The challenges of implementing evidence into practice are of particular significance in 77 nursing, given that it represents the largest professional workforce in healthcare. However, 78 nursing and healthcare systems more generally are experiencing a time of significant change 79 due to a combination of economic pressures, demographic shifts, technological 80 advancement, problems with recruitment and retention, and changing public and political 81 expectations. This is apparent across national and international health systems and presents 82 an additional challenge in terms of delivering high quality, evidence-based care (8-11). 83 Furthermore, considerable variations exist within and across different countries in terms of 84 how nursing is led, organised and managed at a strategic, organisational and operational 85 level (12). 86 
87
Research into implementation highlights different factors that can influence whether and 88 how research evidence is used in practice. These include factors relating to the evidence 89 itself (for example, the extent to which research results are accepted or contested), the 90 intended users of the evidence (for example, how motivated and capable nurses are to take 91 on a practice change) and the context in which implementation is taking place (13, 14) . The 92 approach and style of leaders, both individually and collectively, can influence, and 93 potentially modify these factors. Leadership is known to be an important determinant of 94 culture, which itself is a key characteristic of the context that shapes implementation and 95 translation (15, 16). 96  1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64 Other studies have focused on individuals in designated roles for implementation-related 120 activity (26). A variety of different terms are used to describe these roles, which typically do 121 not encompass formal management responsibility and can be broadly grouped together as 122 'facilitation'. Cranley and colleagues recently undertook a scoping review of facilitation roles 123 and characteristics and identified nine types of roles, including opinion leaders, coaches, 124 champions, knowledge brokers and clinical/practice facilitators. The different roles were 125 seen to vary in terms of level of formality, position (internal or external to the organisation), 126 main activities undertaken and key attributes and skills required (27). Berta and colleagues 127 (28) suggest that the mechanism through which facilitation influences implementation is one 128 of building learning capacity, through stimulating higher-order (double and triple-loop) 129 adaptive learning about how to apply research evidence to improve care processes. This is 130 achieved through establishing internal and external meta-routines (selective processes) that 131 empower front-line staff to change practice by identifying problems and seeking and 132 applying appropriate solutions; by contrast, single-loop learning is more standardised and 133 focuses on technical approaches to fix problems (29). Evidence on the effectiveness of facilitation as an implementation strategy is mixed. Studies 136 in primary care and community settings that were not specifically focused on nursing 137 practice, suggest evidence of impact, for example, in terms of improving the uptake of 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64  65   5 clinical guidelines in general practice (30) and significantly reducing neonatal mortality (31). 139 By contrast, a cross-European study employing facilitation as an intervention to improve 140 uptake of continence guideline recommendations in nursing home care showed no 141 significant differences between intervention and control wards (32). This same study 142 highlighted the importance of the relationship between facilitators and managers, the latter 143 acting as key gatekeepers in terms of influencing whether and how effectively the facilitator 144 could perform their intended role (33). 
Methods
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The study used a qualitative descriptive approach (36) based on individual interviews with 177 identified nursing leaders, in managerial and facilitative roles, across healthcare settings in 178 four countries. We opted for this as the most appropriate methodology as the aim was to The breakdown of the sample by level, role and sector is detailed in 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64  65   9 findings. Categories and themes were compared, initially at a country level and then at a 263 cross-country level in order to find similarities and differences across different groups (i.e. 264 managers and facilitators) and different settings (i.e. acute and primary/community care). In 265 two countries (Australia and Sweden), feedback to local stakeholder groups was undertaken 266 to sense-check and verify the emerging findings. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64  65   11 information to staff, undertaking audit and feedback to make sure that standards were 310 followed and maintaining and supporting the professional development of staff. A manager 311 working in the community described their role in governing quality and standards: 312 We would go out with certain members of staff, we would go visiting patients, we do 313 our documentation audit, we can check our home care assessment tools, our risk 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64 In a few instances, individuals exhibited roles that could be described as hybrid as they 350 combined elements of both managerial and facilitative responsibility. This was particularly 351 the case in the English sample where some nurse consultants also had formal management 352 responsibility for more junior staff, which is not typically the case for nurse consultant roles. 353 There were also examples where participants described enacting their role in a way that …. I think there is a strong adherence to procedures and policies and following the 369 national standards …. that sort of evidence is embedded into practice but the nurse or 370 the midwife may not necessarily recognize that that's what they're doing … [A-EF2-A/C] 371 By contrast, in the less regulated systems in Sweden and Canada, external performance 372 management appeared to be less of a concern or have a direct influence on EBP. For 373 example, in Sweden, respondents talked about providing data to national quality registers 374 but this was not the dominant narrative in their accounts of leading or supporting EBP in 375 nursing. 376 …we do quality assessments and audits according to the quality criteria the Board has 377 set up. We also work on behalf of the MAS [medically responsible nurse] to follow up, 378 for example, deviations and investigate more serious deviations. Through such work we 379 can get feedback through data in the quality registers to be able to ensure that we are 3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64  65   13 At an organisational level, the strategic orientation of executive leaders appeared 382 particularly important. In several of the organisations studied, there was an explicit 383 philosophy and culture of continuous quality improvement, which clearly influenced the 384 approach taken to implementing EBP. This was especially noticeable in the English site, 385 which had a central Quality Improvement Department, responsible for coordinating 386 initiatives such as quality improvement collaboratives, based on the Institute for Healthcare 387 Improvement model (39). In terms of connecting with EBP, the approach used within nursing 388 was to synthesise data generated by the improvement collaboratives into a set of nursing 389 standards that were routinely monitored through an organisation-wide nursing accreditation 390 system. In this way, local improvement data formed a key component of the evidence base 391 that underpinned nursing practice and ongoing accreditation was seen to fulfil the purpose 392 of sustaining improvement. Two mid-level nursing roles existed within acute and community 393 services to lead and coordinate the accreditation process. 394 And then once we've got all the tests of change that do make a difference … then we 395 formulate that into a change package with all the bundles in it and we publicize that 396 [organisation] wide so that every ward should be doing that. And that's where I come 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64 423   1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64  65 15 At a service level, differences were noted between acute and community/primary care 424 services. This particularly related to contextual limitations experienced when delivering care 425 in a person's home rather than in a clinical facility, both in terms of delivering EBP and 426 undertaking audits. One example given related to difficulties of undertaking evidence-based 427 wound care: 428 … we're dealing with patients' own environments, which is challenging. For example, 429 doing a simple dressing change, there might be a cat, there might be a dog, there 430 might be a parrot. I'm trying to do a sterile procedure …. and we've got to try and be 431 evidence-based practitioners, but also we need to be respectful of our patients and 432 their wishes and how they live. [E-M4-C] 433 The community setting also presented challenges in terms of monitoring and evaluating the 434 implementation of EBP as practitioners were typically working alone: 435 … well I think that barriers [are] oversight and being able to monitor in the 436 community -we don't have an electronic health record for nursing yet, and 437 that's a draw back because there's so much that's happening that we're not 438 able to capture yet. We would do chart audits and that kind of thing but it's 439 paper based and because the charts go into the home -you know we're not Also, in the Swedish interviews a need for more knowledge was expressed: 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64  65 16 ....the main challenge is knowledge and how to adopt that which actually works. I 459 believe there is knowledge available that science has found/produced that could work 460 well when tried in practice and be followed up. However, it feels like care and welfare 461 should be able to find much evidence that could be introduced/adopted but time, 462 knowledge and education is needed to be able to adopt new working practices. Barriers to EBP appeared less of a concern in the Canadian sites, which had the longest It is very difficult to break through all this physician-centredness… but I believe that we 493 are getting better and better at that too, but we have a long way to go, we need a 494 paradigm shift to do that; and I almost feel that we are managing to move towards it, 495 but it will probably take another 10-15 years. [S-F4-C] 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64  65   17   497 In countries such as Australia where there was a strong emphasis on following policies and 498 procedures guidance, concerns were raised that this could lead to a lack of critical thinking 499 and reflection amongst front-line staff. This was most apparent in the acute care setting, 
Discussion
509
The findings demonstrate that a number and combination of different roles, strategies and 510 processes are used to enact EBP. Moreover, there is an apparent relationship between 511 different leadership roles, the context in which implementation is taking place and 512 approaches used to embed EBP. 513 As previous studies have highlighted, context proved to be an important mediating factor 514 between roles, mechanisms and the use of evidence in practice. At the macro level, 515 differences were observed across countries, which appear to be linked to a mix of historical, 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64 This reinforces findings from previous research, which highlight the need for different 556 approaches, encompassing transactional and transformational strategies that focus on task, 557 relational and change-oriented goals (10, 19, 21, 42). However, our study highlights that it is 558 not about identifying particular individuals or nursing roles that have prime responsibility for 559 leading and developing EBP. Rather, the focus should be on how best to achieve 560 complementarity between the mechanisms required to optimise EBP and the network of 561 roles needed to enact these mechanisms. 562 The study findings also highlight the potential for hybrid roles to blend managerial and 563 facilitation mechanisms. The concept of hybridity is a subject that has previously attracted 564 some interest in relation to implementing evidence into nursing practice. For example, an 565 English study examined nurse consultants as a form of hybrid role, proposing that it could 566 combine a strategic translational focus with the ability to influence both professional and 567 managerial hierarchies (43). It may also be useful to consider hybridity at the organisational 568 level. Rather than focusing on the formal merging of clinical/professional and managerial 569 roles in one person, there could be benefit in looking strategically at the blending of skills 570 required for implementing EBP and how this needs to be configured in relation to the 571 prevailing context in which implementation is occurring. For example a strong external 572 emphasis on national standards and accreditation, may create a tendency towards more 573   1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64  65   19 formal, managerial approaches to EBP. To counter-balance this, more attention to facilitator-574 led, relationship-focused strategies at a local and organisational level may be warranted. 575 Overall, the study highlights that effective leadership for EBP is not role-specific. Rather 576 certain mechanisms need to be enacted, mechanisms that are influenced by and need to be 577 responsive to contextual influences at the micro, meso and macro level. This requires a 578 strategic, yet dynamic network of roles, activities and relationships. In turn, this has 579 implications for building capacity and capability for EBP within nursing. Previous work has 580 highlighted the need to develop skills at different levels of complexity (for example, from 581 learning basic skills such as audit and feedback through to more adaptive capabilities), to acknowledge the limitation of having only one or two sites per country and we cannot 597 claim that data saturation was achieved, nor that the study sites fully represented the 598 national picture within the respective host countries. The purposive nature of sampling 599 added a level of variability, as the study sites were not directly comparable at a cross-600 country level. However, the emergent pattern of a relationship between the policy context, 601 organisational drivers for EBP, and related roles and implementation processes suggests 602 trustworthiness of the study findings. The logistics of conducting a qualitative study across 603 five different settings with multiple interviewers also posed challenges in terms of data 604 collection, analysis and interpretation, issues that we addressed through our project 605 management structure and face to face meetings at key points in the research process. 606 Furthermore, we took steps to enhance the trustworthiness, confirmability and 607 dependability of our findings by encouraging reflexivity during research team meetings. For 608 example, organising two-day, face-to-face meetings at key stages of data analysis and 609 interpretation meetings, enabled research team members to engage in critically constructive 610 discussion about their own and each other's data. Additionally, the study findings were 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64  65   20 presented to local stakeholder group meetings in two of the four countries (Sweden and 612 Australia) to sense-check interpretation of the data at a local level. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64  65   21   651  1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64  65  1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60  61  62  63  64  65 
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